ness, sweating, and anorexia. Her sister and niece had had similar symptoms five days previously without systemic upset and had not required admission to hospital.
ness, sweating, and anorexia. Her sister and niece had had similar symptoms five days previously without systemic upset and had not required admission to hospital.
On examination she had a temperature of 39°C, a tachycardia, and minimal abdominal tenderness with active bowel sounds. Haematological and biochemical investigations gave normal results. The ratio of T4 to T8 cells was normal at 2-3 (reference range 1-0-2 5). Cefuroxime was started, desferrioxamine was stopped, and she was given intravenous fluid replacement. Twenty four hours later her temperature was normal. Her symptoms persisted for nine days, and faecal examination showed Cryptosporidium sp. Although spiramycin is effective in some cryptosporidium infections, this was not started as her condition was improving. Blood cultures, results of serological examination, and stool samples were negative for yersmla.
Comment
Certain infections have been described more commonly in patients with thalassaemia major than in the general population, including infection with Yersinia enterocolitica, which thrives in iron excess3; pneumococcal infections; and mucormycosis. Thalassaemic patients may be more susceptible to infections as a result of underlying immunological abnormalities caused by their treatment. Monocytes in blood from thalassaemic patients have an intracellular microbicidal defect associated with iron overload, which neither splenectomy nor chelating agents correct.4 Furthermore, desferrioxamine inhibits the proliferation of lymphocytes and monocytes and transfusion treatment started early in life might perhaps cause persistent immunological modifications as evidenced by a reversal of the ratio of T4 to T8 cells.5
Although the cryptosporidium infection in this patient was self limiting, it was more severe than a concomitant gastrointestinal illness in two members of her family without thalassaemia major. We suggest that in immunocompronised patients with iron overload cryptosporidium infection may be more severe than it is in the general population. We therefore suggest that if patients with thalassaemia major present with diarrhoea and abdominal pain stool samples should be analysed for the presence of cryptosporidium as well as organisms such as yersinia. Case report A 57 year old sheep farmer presented with a history of severe chest pain and vomiting followed shortly afterwards by sudden pain in his left leg. He was distressed with a tachycardia and tachypnoea, and there was slight discoloration of his left thigh. Results of investigations were normal apart from a raised white cell count; creatine kinase and ,3-hydroxybutyrate dehydrogenase activities were normal. An electrocardiogram showed an old inferior myocardial infarction and a wandering atrial pacemaker. The condition of his leg deteriorated progressively, and no pulses were found distal to the femoral pulse, though all other pulses were normal. At embolectomy under local anaesthesia a 5 x 5 cm sheet of slimy white material was removed from the common femoral artery. This resembled the thick outer layer of a hydatid cyst. All pulses returned, and heparin was started.
The next morning signs of a left hemioparesis were noted and he developed pleuritic chest pain and confusion. Heparin was stopped, his temperature rose, and the tachycardia and tachypnoea returned. A radiograph of his chest showed some fluid in the right horizontal fissure but no other abnormality. An electrocardiogram showed the old inferior infarction, but the rhythm had become a mixture of atrial flutter with a 2:1 block and atrial fibrillation. His hemiplegia was thought probably to be due to an embolus, and a pulmonary embolus was also suspected. Computed tomography of the head excluded intracerebral bleeding but suggested that the intracranial pressure was increased. Intravenous dexamethasone was given and infusion of heparin restarted. The sudden fever and toxic confusion were considered to be compatible with a ruptured hydatid cyst, and hydatid complement fixation tests were done. Computed tomography of the thorax and abdomen did not show any evidence of hydatid cysts in the chest, liver, or kidneys. Echocardiography, however, showed remnants of a cyst within the interventricular septum causing a ventricular septal defect. The patient improved steadily, and warfarin was started.
Eight days after his admission his chest pain returned and he again developed a fever and became distressed and tachypnoeic. Radiography of the chest and electrocardiography did not show any new changes, and he responded promptly to treatment with diamorphine and hydrocortisone. The hydatid complement fixation tests had given positive results and so albendazole was started. An echocardiogram showed resolution of the interventricular cyst with closure of the ventricular septal defect. Four weeks after his original admission he was well and was discharged taking warfarin and albendazole.
Two weeks later he was readmitted after complaining of gradually increasing pain in the lateral border of his right calf, which was exacerbated by walking. There was slight swelling and tenderness in the peroneal compartment of his right leg. As Morley and Lucas have suggested that cutaneous absorption of corticosteroid creams used to treat infantile eczema may interfere with descent of the testes in baby boys.' The babies they studied, however, were a special population as they all weighed under 1850 g at birth. We studied the effect of topical steroids using data from the John Radcliffe Hospital cryptorchidism study, a population based study which includes babies with the full range of birth weights.2 Corticosteroid creams are often used to treat severe nappy rash in addition to infantile eczema so we included both conditions in this study.
Patients, methods, and results
The methods used to identify babies with cryptorchidism in the John Radcliffe Hospital cryptorchidism study have been described elsewhere.2 Briefly, all boys born to mothers resident in a defined area were examined shortly after birth by a research nurse. All babies with cryptorchidism at birth were re-examined at 3 months and those whose testes had descended by that time were described as having late descended testes. The mothers of all babies with one or both testes undescended at birth and a sample of the mothers of babies with normally descended testes were included in a case-control study of the aetiology of cryptorchidism. A sample of these mothers were asked to complete a questionnaire on eczema and nappy rash severe enough to require treatment. In this study we included only cases of eczema or nappy rash occurring during the first 12 weeks of life (or, in babies weighing less than 2500 g, up to 12 weeks after the expected date of delivery).
A total of 323 questionnaires were returned by the mothers: 45 babies had one or both testes still undescended at 3 months, 91 had late descended testes, and 187 had normally descended testes at birth. The overall response rate was 97%, with little difference in response between the three categories. The table shows that the proportions of babies with eczema were similar in all three groups; the figures for nappy rash were also similar in the three groups but the overall proportions were higher. About one third of the babies in each group had eczema or nappy rash, or both, and overall 43% (47/109) of them were treated with corticosteroid creams. There was little difference in these figures between the three groups, and the same types of creams were used for both eczema and nappy rash. When the babies were grouped by birth weight (<2500 g or -2500 g) we found that a higher proportion of the heavier babies at birth had a history of eczema or nappy rash (92/256; 36%) than of the smaller babies (17/67; 25%).
Comment
There is no evidence in these data that the use of topical steroids affects descent of the testes in babies of normal birth weight. We have too few data to determine whether the use of topical steroids is related to late descent of the testes in low birthweight babies. Spontaneous descent of the testes after 3 months (corrected for length of gestation) is rare, so only use of topical steroids within that time would have any effect on late descent of the testes'; therefore we restricted our analyses to nappy rash or eczema occurring within the first 12 weeks of life.
Morley and Lucas used data from examinations at 18 months of age and did not include nappy rash, for which topical steroids are more commonly used than for eczema.' We examined our babies at birth and at 12 weeks and we do not know the exact time at which the late descended testes were fully descended. Of the 47 babies who were given topical steroids, however, 26 began using them during the first month, 10 in the second month, and 11 in the third month. Although our results are reassuring in terms of late descent of testes in babies weighing 2500 g or more, 14% of babies Number (percentage) of babies with undescended, late descended, or normally descended testes treated with corticosteroid creams for eczema or nappy rash, or both, during thefirst 12 weeks oflife 
